











福地　邦彦＊1） 藤後　秀輔 1，2） 永倉　良美 1，3）
神田　夏美 1，4） 白戸　信行 1，5） 百石　仁美 1，6）
抄録：昭和大学大学院保健医療学研究科「医療安全管理学特論」では，受講者は現場勤務を経
験しているため，総論を学習した後は事例解析に取り組み，問題点の抽出とそれに基づく今後
の改善点について議論した．都内S大学病院において 201X年 1月から 12月までのアクシデン
ト 61 事例およびインシデント 82 事例を対象とし，PmSHELL 解析（Patient, Management, 























































研 究 方 法
　解析対象は 201X 年 1 月から 12 月までの S大学
病院（約 1,000 床）で 1年間に報告されたアクシデ














































































































































































































































































































テップ（4STEP/M : Strategic approach to Error 
Prevention and Mitigation）が提示されている．こ 
図 3　 アクシデントとインシデントの要因の比較　
PmSHELL 解析










































































ANALYSIS OF FACTORS RESPONSIBLE FOR ACCIDENTS AND INCIDENTS  
OCCURRING BETWEEN JANUARY AND DECEMBER 2016
― REPORT BY THE CLASS ON SPECIAL TOPICS, MEDICAL SAFETY STUDIES ―
Kunihiko FUKUCHI1）, Shusuke TOGO1，2）, Yoshimi NAGAKURA1，3）, 
Natsumi KANDA1，4）, Nobuyuki SHIRATO1，5） and Hitomi HYAKKOKU1，6）
1）Showa University Graduate School of Health Sciences
2）Showa University Fujigaoka Hospital, Department of Nursing, Emergency Medical Center ER 
3）Showa University Hospital, Laboratory Medicine｠
4）Showa University Dental Hospital, Division of Dental Hygienist
5）Showa University East Hospital, Department of Nursing
6）Showa University Koto Toyosu Hospital, Department of Radiology
　Abstract 　　 The factors of 61 accidents and 82 incidents that occurred at Showa University Hospital 
and Showa University East Hospital between January and December 201X were analyzed.  According to 
the PmSHELL analysis method, the factors in each case were classiﬁed into patient, management, soft-
ware, hardware, environment, liveware（person concerned）or liveware（surrounding persons）.  In cas-
es caused by human error, the factors were classiﬁed into unreasonable demands, mistakes, forgetting, 
lack of competence, lack of knowledge and violation.  The frequency of the involvement of patient factors 
was higher in accidents, p＝0.069, possibly because of the diﬀerence in patient condition between acci-
dents and incidents.  The involvement of liveware（related persons）, liveware（surrounding persons）or 
hardware was signiﬁcantly higher in incidents, p＝0.009, p ＜ 0.0001 and p＝0.001, respectively, because 
medical personnel may easily overlook incidents when changes in the patient condition are not apparent. 
On analysis of human error factors in accidents and incidents, violation was a factor in 38％ and 48％, re-
spectively, and mistakes were a factor in 23％ and 31％, respectively.  This may reﬂect assumptions, com-
plicated manuals or a change in routine procedures in clinical practice.  Satisfactory communication at 
the job site will help to reduce accidents and incidents.
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